@) o
Red Cross

+ | International Federation Humanitarian Aid
| of Red Cross and Red Crescent Societies and Civil Protection

EXTERNAL EVALUATION

KENYA RED CROSS SOCIETY

PROVISION OF EMERGENCY HEALTHCARE IN
DROUGHT AFFECTED AREAS RESPONSE

OCTOBER 2011-JUNE 12

Photo taken by Gregory Macharia: Copyright of KRCS

17 August 2012
Chele DeGruccio
Independent Consultant
degruccio@yahoo.com



mailto:degruccio@yahoo.com

Contents

F YO8 {0 D41V YT 3
A CKN OW LED GIMENTS ettt ettt ettt ettt et s ea et eaeeaeraeanesassssesnsenesnesnessnesnernernernernesnenns 4
EXECUTIVE SUNMIMARY Lottt ittt ettt ettt ettt bt et et e ettt et e e ea e s e s esseneanesaesaesenesnesnernernernesnennsnns 5
L INTRODUCGTION L.ttt ettt ettt e et e s e et e e et e s e e tan e s e e eana s s et ena e et anasesesneseesanasesesnssesannseesens 6
il. EVALUATION OBJECTIVES .. ..ottt e e e e e ettt e e e e e e e e s e eaaabaaeeeeeaeessnnssssaneeaaeesnnnnes 8
III. METHODOLOGY ..ooevittteeee ettt ettt e e e ettt e s e e e e e et et s s s e e e e e eaaba s seeeeeeasaaanasseeseseessrnnnnsses 9
IV. MAIN FINDINGS . ...ooooitteee ettt ettt e ettt e e e e ettt et s e e e e s et aa b seeseeesaaaaasseeeseeasarnnnsses 10
SUMMArY Of INTEIVENTIONS: ...uuiiiiiiiiiiiii s 10

TN E3 o) [ X 1Y Lot PR 11

N [ A = DL 1 o o PR 13

Ta N\ o ad o1 I Al 2 (=T =4 o] o PP PPPPPPPPRS 15
Relevance and Appropriateness of RESPONSE.......cccoviiiiiiiiiiii 18
Effectiveness of the response ... 20
Efficiency of the reSpONSe. ... 21

BT L= LTS TR 24
18] o - PO PPPPRRROPN 24
SUSTAINADITITY .vvvviitiiiieeiii e nnnan 25
CONCLUSIONS AND RECOMMENDATIONS for WAY FORWARD ........uoiiiiiiieeiieeeeee ettt e e e 26
ANNEX 1: TermS Of RO OIONCE: cuuet ittt e et e e e st e e e easeeeeaaeeeeaas 30
ANNEX 2: EVALUATION WORKPLAN ... .coottuiiiiitteteeiete e eeetee e ettt e ettt s e e st e e seaaseesanseseannseesennnseerens 36
ANNEX 3: Stakeholders INtErVIEWEd:..........iiiieiiiiiiie ettt e e et e e e et e e e reaeeeeaas 38
ANNEX 4: EVALUATION FRAMEWORK / GUIDING QUESTIONS FOR INTERVIEWS AND FGDS:........... 41
ANNEX 5: MAP OF PROJECT AREA .. oottt ettt et e e et e e e e e b e s e e e eaneranaans 49
ANNEX 6: DOCUMENTATION REVIEWED ... cuniitiiiiiii ettt et e ra e e e ean e e ens 50
ANNEX 7: OVERVIEW OF PROJECT RESULTS . ..uoeei ittt ettt s e et e s ssave e e satee s s saan e sannve s 51
ANNEX 8: UPDATED STATUS OF MERTI CHOLERA WARD.....ouoiiieee ettt e eneas 54



ACRONYMS

ASAL
CFR
CHC
CHEW
CHW
CHU
CLTS
DHMT
DPHO
DRR
GAM
GoK
HH
HMIS
IEC
IFRC
KEPH
KRCS
M&E
MoPHS
ORS
PHASTER
SAM
SHEPP
UNICEF
WatSan

Arid and Semi Arid Lands

Case Fatality Rate

Community Health Committee

Community Health Extension Worker

Community Health Worker

Community Health Unit

Community Led Total Sanitation

District Health Management Team

District Public Health Officer

Disaster Risk Reduction

Global Acute Malnutrition

Government of Kenya

Household

Health Management Information System
Information, Education and Communication
International Federation of Red Cross and Red Crescent Societies
Kenya Essential Package for Health

Kenya Red Cross Society

Monitoring and Evaluation

Ministry of Public Health and Sanitation

Oral Rehydration Solution

Participatory Hygiene and Sanitation Training in Emergency Response
Severe Acute Malnutrition

School Hygiene Education and Promotion Programme
United Nations Children’s Fund

Water and Sanitation



ACKNOWLEDGMENTS

The Consultant is grateful to the Health and Social Services team of the Kenya Red Cross Society for their
cooperation and invaluable input to this evaluation. Particular thanks go to Mr Caleb Chermirir for
organizing and facilitating the evaluation workplan and his insight to the emergency health operations.
Thanks also go to other key members of the Health and WatSan teams in the KRCS headquarters,
regional and branch offices, including Ms Mary Kariuki, Mr Gregory Macharia, Mr Eric Mutwiri, Mr
Nicodemus Okango, Mr James Mwangi, and Mr Daniel Lagat for their time and engagement.

Special thanks are also due to the other consulted regional and branch level Red Cross staff, district
stakeholders and representatives, Community Health Workers and volunteers involved in the operation,
for their patience, openness, and willingness to participate in numerous meetings, focus group
discussions and interviews as well as accompanying the Consultant on field site visits.

Sincere thanks goes to the International Federation of the Red Cross in Nairobi, notably Mr Torben
Bruhn, Mr Mohammed Khaled, Ms Maxine Clayton, Ms Lily Murei, and Mr Vinay Sadavarte, for providing
background information and support in the preparation of this evaluation.

Recognition is due to the ECHO Regional Office, most notably Ms Isabelle D’Hautd and Dr lan Van
Engelgem, for their input and efforts to provide further background information and additional insight
from the donor perspective.

The Consultant would also like to thank and acknowledge the Government of Kenya district
representatives met at all levels in the field for participating in interviews and meetings to provide their
feedback and perspectives on the KRCS emergency healthcare response.

Additional thanks go to Mr John Obara, KRCS driver, who not only facilitated transport and ensured the
consultant’s safety and security during the field site visits but also provided invaluable clarifications and
contextual information to the districts visited, and whose additional perspectives on KRCS operations
proved very helpful and insightful.

The findings of this evaluation would not have been possible without the hospitality and contributions of
the people in the affected communities visited.



EXECUTIVE SUMMARY

The Kenya Red Cross Society (KRCS), supported by the International Federation of Red Cross and Red
Crescent Societies (IFRC), implemented an emergency health intervention in northern Kenya: “Provision
of emergency healthcare in drought affected areas of Kenya”. The project aimed to a) prepare for and
respond to outbreaks of cholera, and b) provide emergency healthcare for Somali refugees in the
transition area between the Kenya/Somalia border and the Dadaab refugee camps. The project period
was initially approved for 6 months to run from October 1% 2011 to March 31* 2012 and was funded by
the European Commission Directorate General for Humanitarian Aid and Civil Protection (DG-ECHO),
with a grant worth 1 million Euro. Due to various delays in implementation, a no cost extension of 3
months was granted, for a final completion date of 30 June 2012.

The KRCS emergency health care response was a highly ambitious project for an initially proposed six
month time period, which as a result experienced several challenges during its implementation. As a
result of changing circumstances throughout the project period, including the confirmed cholera
outbreak in Dadaab refugee camp, as well as variance of field realities in different targeted sites, there
were revisions to the original proposal to adapt to and address the realities and needs on the ground.
Significant achievements were realized as a result of this project, most notably the much needed
assistance to the cholera response in Dadaab, the support to the roll out of the Government of Kenya’s
(GoK) community health strategy, the capacity building of communities to take responsibility for their
own health, and the distribution of much needed supplies and resources to health facilities. In
particular, the support provided by KRCS for the roll out of the community health strategy was seen as a
positive step to ensuring these efforts can continue to be built upon, with notable changes and
improved health and hygiene practices already being recognized within the targeted communities.

Feedback from the KRCS staff, volunteers, district authorities and communities support the conclusion
that the KRCS emergency health care project was generally relevant, appropriate, timely and effective,
though concerns regarding the longer term sustainable impact of the project remains to be seen, though
institutional arrangements and attempts to link the outcomes of this project to other KRCS long term
programs and partnership arrangements are being undertaken. It was recognized by those interviewed
that the KRCS adhered as closely as possible, given the resource and time constraints faced by this
project, to the standards set out in Sphere, the Red Cross Code of Conduct, and its own internal quality
standards.

Several areas for future focus were identified throughout the evaluation, most notably the importance
of strengthened participatory and consultative project design to ensure a solid base for community
ownership of interventions. Strengthening of needs assessment processes, baseline data, monitoring
and reporting systems are areas for concerted attention in future. Additionally, there is need for KRCS to
ensure it is setting realistic, achievable objectives in its short term interventions, looking closely at
internal capacity, operational challenges such as security, resources and timeframes. To ensure longer
term, sustainable impact of its initiatives, KRCS must develop consistent transition and exit strategies,
particularly in its short term emergency response projects, to identify how its interventions will link to
other longer term programming to ensure the effects and benefits of project implementation can
continue into the future. Lastly, efforts to strengthen information, communication, and coordination,
internally as well as with other external stakeholders, are areas identified for attention going forward.



I. INTRODUCTION

The Horn of Africa has increasingly experienced severe climactic conditions over recent years,
manifested by alternating cycles of drought (closely associated with La Nina phenomenon) and floods
(associated with EI-Nino phenomenon). The Arid and Semi Arid Lands (ASAL) areas of Kenya bear the
greatest burden where cycles are magnified from the normal fragile environmental and climatic
conditions to extreme droughts and food insecurity which take a heavy toll on human, livestock and
wildlife populations. In 2011, Kenya experienced a severe drought in its ASAL areas with the hardest hit
being Turkana, Marsabit, Mandera, Wajir, Northern Isiolo, Northern Tana River, Moyale, and Southern
Kajiado districts. This drought contributed to scarcity of water thus the increase of prevailing conducing
environment for transmission of water borne diseases, including cholera.

Cholera outbreaks have been recorded in several parts of Kenya during the past years and often they are
associated with drought conditions and poor hygiene and sanitation. Drought conditions compel people
to move to places where water and sanitation infrastructure are not available, and they may transmit
diseases along the migration routes. Cholera and other water borne diseases occur during rainy seasons
that follow droughts due to poor practices and damage of sanitation and water infrastructure.

Driven by conflict and drought, several hundreds, and even up to 1,000 people daily, were reported to
be crossing the border from Somalia into Kenya, fueling a cross border spread of cholera into Kenya.
Cholera cases were confirmed in August 2011 in the Haghadera camp in Dadaab, compelling the Kenyan
Ministry of Public Health and Sanitation (MoPHS) to announce a cholera alert in Northern Kenya,
consequently increasing surveillance along the border points due to the potential risk of the importation
of the disease into the country through the asylum seekers.

Initial assessments of the situation undertaken by the Kenya Red Cross Society (KRCS) confirmed that
Northern and northeastern Kenya, already experiencing the impact of severe drought, food-insecurity
and high levels of acute malnutrition among children under-5, were at risk for a significant outbreak of
cholera which could lead to high levels of mortality. With the rainy season anticipated to start
imminently, there was reasonable expectation that the onset of rains would facilitate the spread of
cholera in these regions.

Therefore, a combined preventative and response action was proposed, in order to build resilience and
prepare the communities with simple means to prevent and to manage simple forms of diarrhea and
cholera, and to provide a solid basis in anticipation of a potentially looming cholera epidemic,
contributing both to the hindering of further disease spread, and to saving lives of affected individuals.
As such, the KRCS proposed a six month emergency health care project to support existing healthcare
facilities, providing them with means to appropriately manage cholera patients, in order to directly
reduce cholera related mortality.

As part of its proposed intervention, the KRCS aimed to support the roll out of the Kenya Essential
Package for Health (KEPH), which targets six health service delivery levels. Most notably, the KEPH
includes the introduction of Level One services that are aimed at empowering Kenyan households and
communities to take care of improving their own health and enhance community access to health care
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services. Implementation and roll out of the Community Health Strategy is viewed as a significant
approach to addressing access to basic primary health services for Kenyans, thus contributing to
reversing trends of communicable diseases; including cholera in Kenya. However, the implementation of
the Community Health Strategy had been slow to reach some districts, due to various reasons and
challenges, including limited funding and resources, lack of capacity, difficulties in harmonizing or
sustaining the different models of Community Strategies being implemented by different organizations,
lack of consistency in roles and training of community health workers (CHWs), and limited participation
of partners in the implementation of the community strategy.

In line with this background, the KRCS emergency health care project was designed to be implemented
in the context of the Kenyan Community Health Strategy thus laying out health service organizational
infrastructure to combat the key challenges, build on existing Government of Kenya (GoK) policies as
well as provide for real opportunity for the up scaling of the community strategy within the targeted
areas. This KRCS project was launched within the wider overall drought emergency response, supported
by the International Federation of the Red Cross (IFRC), and was designed to be aligned and
complement other on going emergency initiatives.

The project initially proposed to benefit populations affected by the 2011 drought in the arid lands of
Kenya. The estimated total number of direct beneficiaries was projected to be 629,000 - divided
between people receiving health and hygiene education, and patients receiving treatment for cholera /
diarrhea and other emergency illnesses. It was expected that a large proportion of the beneficiaries
would be children with diarrhea, many of whom were also expected to also be acutely malnourished. In
the border area towards Somalia, provision of emergency healthcare was proposed to primarily target
vulnerable Somali refugees who had recently crossed the border into Kenya, with the host population
also then subsequently benefiting from the services being offered.

The KRCS support to the roll out of the Community Health Strategy proposed to cover 19 community
units with training and capacity building for Community Health Workers (CHWs). Each community unit
was estimated to cover a population of 5,000 people. Nineteen (19) community units were also
proposed to be targeted through the CLTS (Community Led Total Sanitation) program with hygiene and
sanitation events. The project also aimed to build the capacity and network of KRCS volunteers to
enhance the transmission of health and hygiene messages during social mobilization and sensitization
campaigns within the communities to trigger behavior change in disease prevention and health
promotion.

Key areas of focus for the interventions were chosen in conjunction with the Ministry of Public Health
and Sanitation (MoPHS) in line with the following criteria:

a) Areas with reported and confirmed recurrent cases of cholera (cholera hot spots).

b) At risk areas locations neighbouring areas with reported cholera cases and with water scarcity, low
sanitation coverage and poor hygiene practices, in particular areas relying on surface water or water
from shallow unprotected hand dug wells.

c) Flood prone areas with displaced populations (and often with low water and sanitation coverage)

e) Areas with high malnutrition rates heavily affected by prevailing drought.

f) Areas with high morbidity rates of diarrhea and dysentery



While the original ECHO proposal was designed to address cholera coming from Somalia and boost
health care in the transitional border corridor, given the confirmed outbreak of cholera in the Dadaab
refugee camp and in response to a request for support by the Ministry of Health (MoH) and UNHCR,
KRCS adjusted the original proposed interventions to include provision of assistance for cholera
response in Ifo2 Camp. Line listing of the cases in Dadaab and at the end of the outbreak a total of 1,286
cases had been diagnosed, six of which were from host communities living around the refugee camps
and one case from Saka in Balambala district. According to surveillance reports cholera hot spots were
mapped out with critical focus on the most at risk areas, namely Saka, Tana North, Wajir West and Elwak
of Mandera Central districts. As such the interventions were adapted to focus on these areas of the
northeast region to contribute to the reduction in the prevalence of acute watery diarrhea (AWD) in the
seven districts.

ii. EVALUATION OBJECTIVES

The evaluation examined the impact of the ECHO funded KRCS emergency healthcare operation on the
lives of beneficiaries in the affected districts and assessed whether the type of aid delivered was
relevant, timely, efficient, effective, coordinated and sustainable to the needs of the target communities
in northern and northeastern Kenya. More specifically, the evaluation process sought to answer the
following questions and address the following issues:
e Relevance/appropriateness — “The extent to which the objectives of an intervention are
consistent with the requirements of the beneficiaries”.
I.e. were the outlined problems important to the beneficiaries, and was the project design
optimally structured to address the outlined problems: a) outbreaks of cholera; b) emergency
health needs among Somali refugees in the transition area between the Kenya-Somalia border
and the Dadaab refugee camps ?
o Efficiency — “A measure of how economically resources and inputs (funds, expertise, time, etc.)
are converted to results”.
l.e. did the project reduce morbidity and mortality significantly when looking at an overall
budget of 1 million Euro ?
o Effectiveness — “The extent to which the objectives were or are expected to be achieved, taking
into account their relative importance”
l.e. did the project meet the indicator targets: Case fatality rates in accordance with WHO /
SPHERE standards ?
e Impact — “The positive and negative, primary or secondary, short or long terms effects produced
by the intervention, directly or indirectly, intended or unintended”.
l.e. has the intervention made a difference, vis-a-vis the principle objective of the intervention,
either short-lived or long-lived, contributing to reducing morbidity and mortality among
populations living in drought and disaster affected areas of Kenya ?
e Sustainability — “The continuation of benefits after the project implementation has ended. The
probability of long-term benefits, and the resilience to risk of the benefits over time”.
l.e. are the activities and the effects of the project likely to continue after external support has
been completed ?



In addition, the evaluation considered the following criteria:

o Connectedness — “The need to assure that activities of a short-term emergency nature are
carried out in a context that takes longer-term and interconnected problems into account”.

o Coherence — The need to assess security, developmental, trade and military policies as well as
humanitarian policies, to ensure that there is consistency and, in particular, that all policies take
into account humanitarian and human rights considerations”.

o Coverage — “The need to reach major population groups facing life-threatening suffering
wherever they are”.

Certain constraints affected the evaluation, most notably inaccessibility to some of the project sites, in
particular the northeast region. As a result not all the affected communities were visited or consulted on
the KRCS response, however, the evaluation was able to visit five of the targeted 18 sites in Isiolo and
Turkana districts as well as speak to district level representatives, KRCS volunteers and community
members to get a better understanding of the scope and impact of the operation.

Other constraints faced during this evaluation were the unavailability and slow provision of relevant
documentation and resources for analysis, as well as difficulties interviewing key personnel and
stakeholders due to busy schedules and competing priorities. For instance, provision of HMIS reports,
coordination meeting minutes, project overview documentation, internal monitoring updates etc were
not availed despite repeated requests. Key contacts for external stakeholders to interview, particularly
in the northeast region, were not provided. During the consultant’s field site visit to Turkana District the
majority of key district stakeholders needing to be interviewed as key informants had left town for
planning meetings and were therefore unavailable to provide feedback. Schools in this district were also
closed therefore making it difficult to evaluate the SCHEPP and hygiene club interventions, etc. As such,
this evaluation was unable to provide the full, comprehensive analysis of the response as originally
anticipated.

Lastly, the originally proposed consultancy team envisaged to undertaken this evaluation consisted of a
three person unit, including a technical health expert from IFRC and a fully dedicated KRCS resource
person. This composition was not realized, therefore, the evaluation was conducted by one general
emergency response programming independent consultant, without the technical expertise to provide
the health sectoral analysis component of the cholera response in Dadaab. Therefore, the evaluation
was compromised in terms of technical scope and coverage, and thus focused more generally on the
overall efficiency, relevance and sustainability of the health and hygiene knowledge, attitude and
practice impacts of the intervention.

III. METHODOLOGY

Based on the ToR (see Annex |), the Evaluation Consultant developed a list of main questions and focus
group discussion topics to gather information (see Annex Ill) from the KRCS national, regional and
branch levels and local authorities, beneficiaries, and other stakeholders involved in the response. This
evaluation framework was shared for review with KRCS HQ staff as well as the IFRC Health Advisor and
M&E Officer for feedback and refinement. The framework was first piloted during the field visit to Isiolo
District, then revised and adapted in the subsequent field visit to Turkana. Key informant interviews and
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participants of focus group discussions were selected by KRCS field staff. Ethical considerations during
field visits were factored into interviews and focus group discussions, with particular regard for the
welfare of those involved in and affected by the evaluation.

e Aninitial briefing session was undertaken with the KRCS HQ in Nairobi to provide an overall
understanding of the Emergency Health care project, as well as to review and agree the
evaluation workplan.

e Secondary data review and desk research was undertaken by the Evaluation Consultant at her
home base in Nairobi and as / when resources were made available throughout the consultancy
period.

e Interviews with the KRCS managers at the national headquarters (HQ) and staff of the IFRC
delegation in Nairobi.

e Field visit sites to the affected areas in Isiolo and Turkana Districts were conducted from 18 July
-1 August.

e Focus group discussions were held with local district authorities, KRCS regional and branch
offices, community health workers and KRCS volunteers, and with other community members
who were engaged or benefited from the project.

e In-depth interviews were conducted with community health workers, community health
extension workers, community health unit management committees, school health club
members, and relevant district level authorities.

e Key informant interviews were conducted with the staff of the KRCS, District Ministry of Health,
District Public Health Officers, District Education Officials

o Debriefing meetings were held with regional and branch offices prior to the conclusion of each
district site visited to discuss outcomes of evaluation and agree key points for report inclusion.

o A debriefing session was held following the site visits with participation from the IFRC and KRCS
representatives in order to review process and agree reporting way forward.

IV. MAIN FINDINGS

The evaluation criteria of relevance and appropriateness, effectiveness, efficiency, impact, and
sustainability were used whilst examining the objectives of the KRCS emergency healthcare project in
Kenya. Additionally, the evaluation also sought to address cross cutting issues of institutional capacity
and the extent to which the fundamental concepts of connectedness, coherence and coverage were
considered in the design, implementation and monitoring of the response.

Summary of Interventions:

The originally proposed ECHO emergency health care project was designed for a six month period with a
budget of 1million EURO, and included the following objectives and results:

Principal objective: Contribute to reducing morbidity and mortality among populations living in drought
and disaster affected areas of Kenya.
Result 1: Reduced morbidity and mortality due to cholera.
Result 2: Reduced morbidity and mortality due to health emergencies among refugees en route and host
communities in the border areas.
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Specific proposed interventions included:

1.1 Procurement and distribution of Medical, Water and Sanitation Essential Supplies
1.2 Health Promotion, Community sensitization and Support to Social Mobilisation
1.3 Training of volunteers and community health workers on cholera interventions
2.1 Advocacy, information sharing and coordination at all levels.

2.2 Supporting four existing health facilities on emergency primary health care.

2.3 Support to referral mechanisms

Please refer to Annex 7 Overview of Interventions for comprehensive comparison of proposed versus
achieved results. To briefly summarise site specific achievements, however, with resources allocated to
the three targeted operational areas (Isiolo, Turkana, northeast region), the KRCS was able to achieve
the following :

In Isiolo District:

The Isiolo District interventions were rolled out in January 2012, three months after the initialization of
the project. Feedback from KRCS staff at the regional office indicated this delay was due to a release in
funds, however, ECHO approved the project with implementation intended to commence from 1
October 2011 with pre financing available from IFRC. KRCS HQ staff confirm that the delay in
implementation was rather the result of prioritization of implementation of activities in other sites.
From January 2012, following consultation with local authorities on cholera hotspot areas to target and
prioritised interventions, the project focused within Isiolo County in Merti (which has a history of
cholera outbreaks, experiences frequent flooding during the rainy season, and has low sanitation
coverage and poor hygiene practice), Oldonyiro and Kipsing (both of which have low water and
sanitation coverage, poor hygiene practices, and depend on water from shallow unprotected hand dug
wells and sand dams).

Reports, interviews, focus group discussions and review of distribution matrixes confirm that in Isiolo

District the following was achieved:
e 6 community health units out of a proposed 10 were established reaching a total of 30,688

people

5 medical outreach campaigns were conducted for Internally Displaced Persons (IDPs) within

Isiolo District targeting over 800 households. As a result of this outreach, 467 patients were

treated with basic health care during the exercises, and 700 IDP HHs were provided with water

Jeri cans and bars of soap in an effort to improve hygiene conditions in the camps.

e 56 KRCS Volunteers and CHWs were involved in door to door visits of households on a weekly
basis targeting 4,327 households for a total a target population of 21,998 people

e One (1) health facility in Merti District is being supported through the construction and
handover of a Cholera ward, however, as of 23 July 2012 the status of construction was still at
foundation level (challenges and delays in the completion of this activity are addressed in more
detail below).

e PHASTER: Two trainings for 56 KRCS volunteers and CHWs on PHASTER were held to assist with
community roll out and address preparedness levels
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e SHEPP: KRCS worked with 6 schools to train 12 teachers as designated health club patrons on
basic hygiene promotion, who then were responsible for establishment of health clubs and
outreach to school populations. It is estimated the formation of the 6 health clubs were able to
reach a student population of 1,926 pupils. Schools were also provided with IEC materials, hand
washing facilities, hygiene promotion kits, and support to inter school competitions promoting
hygiene messages through song and dance.

e Production of IEC materials: KRCS provided 150 CHW Log books, 150 CHWs summary registers,
150 CHEW Summary books, three health data chalk boards for disease and health status
surveillance, 296 T-shirts, CHW health package kits, and provision of30 bicycles to CHUs to
facilitate movement for most distant communities.

e A 5-day training was conducted for 72 CHC members from the district on roll out and
management of the Kenya Community Health Strategy.

e Training was conducted for 112 identified CHWs on: Health Promotion; Disease prevention and
control to reduce morbidity, disability and mortality; Expanding family planning, maternal, child
and youth services; Hygiene and environmental practices; Care seeking and compliance with
treatment and advise; Governance and Management of health services; and Claiming rights.

e Training was conducted for 25 CHEWSs from Isiolo District for five days at Isiolo District Hospital

e Monthly meetings for the CHCs in Merti, Oldonyiro and Kipsing were facilitated for three
months from April —June to monitor progress.

e Provision of support to social mobilisation exercises in April and May, with printing of a banner
and facilitation of allowances for 40 volunteer/CHWs from Isiolo District who assisted medical
personnel in administering vitamin A and crowd control. Allowances were also provided for 4
CHEWSs who were involved in the exercise in the project sites.

According to key informant interviews with district level health and education authorities, CHEWs and
CHWs, the interventions had a notable impact within the targeted communities, with improved health
indicators — including child mortality rates - being realized following the outreach activities, improved
immunization rates, strengthened referral systems, and improved latrine construction and usage
statistics. Those interviewed confirmed there was a marked improvement in hygiene and health
practices, and more general awareness within the communities regarding cholera and disease
prevention. Visits to CHUs and a brief review of very basic reporting data confirmed a decline in the
rates of acute watery diarrhea (AWD) reported over the past six months, as well as a general uptake in
number of persons seeking services in the health facilities. Although the District Public Health Officer
(DPHO) did not readily have HMIS reports available for review, interviews with CHEWs at the community
health unit (CHU) in Oldinyaro revealed a reduction of reported AWD from 50-60 per month at the start
of 2012 to less than 10 reported cases a month by the close of the project in June. In Merti District the
Community Health Clinic reported a decline in AWD cases from an average of 50 per month in January
to 5 reported cases in June. However, KRCS staff interviewed in Isiolo District informed that as no
thorough needs assessment or baseline survey was undertaken in Isiolo District in order to establish
benchmark indicators, monitoring the impact of change was difficult and more output focused. Again,
while HMIS reports were requested by the consultant to confirm and quantify the improvements in
health conditions and referrals, these were not made available during the course of this evaluation.

In Isiolo District the CHW trainings were undertaken in February with door to door education campaigns
within the communities beginning in March. The short time period for implementation, despite the
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three month extension, was deemed not long enough by all interviewed to fully address the proposed
outcomes of the project, and therefore the continuation of the interventions remain in question as
CHWs activities remain dependent on additional funding and support. It was suggested that continued
engagement of the trained KRCS volunteers as CHWs will be sustainable due to the allowance they
receive in their KRCS roles, however without dedicated funds for the non-volunteer CHWSs their
motivation to continue home visits and outreach activities was raised as a concern. To ensure
continuation of the interventions initiated through this ECHO funded project, it was suggested that
allocation of more funds to strengthen the community units through DHMTs and with KRCS supervision
needs to be undertaken. Facilitation of CHWs and CHC meeting allowances also need to be raised in
order to ensure their continued involvement.

Similarly, while gratitude and appreciation were noted for the school outreach campaigns, authorities
and school officials did raise concern about how to sustain the initiatives without continued dedicated
resources and funding, currently not available.

The Isiolo team noted that the flexibility of the ECHO funding allowed for revisions and adaptations to
the original proposal which was appreciated and enabled adjustments for changes in reality over the
project period, i.e. being able to respond to the needs of the IDP communities displaced by conflict in
early 2012, though this was not initially identified as a priority area of intervention. By using an
integrated medical outreach approach falling under the wider context of “emergency health”, KRCS in
Isiolo were able to assist such vulnerable populations who otherwise would have been neglected.

Challenges experienced in Isiolo District during the implementation of this project included cultural
barriers to reaching some populations with hygiene and health promotion, most notably the Moran
population of men who live excluded from the targeted communities and were difficult to sensitise. Also
noted as a challenge was the short time period for implementation, resulting in rushed and hurried roll
out of project activities. Difficult terrain made some areas hard to access, with some target sites being
very distant from the KRCS field office thus resulting in far distances having to be traveled for monitoring
purposes. Delays in contracting a local construction team for the building of the cholera ward in Merti
resulted in the facility not being completed within the project time period though the contracting
process for the construction was completed during the last few weeks of the project. Lastly, according to
KRCS Isiolo District staff, challenges in processing procurement requests through the KRCS Nairobi HQ
led to delays in the provision of supplies at field level. According to the staff and observation of the stock
still stored within the office, the hygiene kits and IEC materials were only received at the end of June
and had not yet been distributed to the CHWs.

(Please refer to KRCS detailed region end of project reports for more detailed summary of response
activities and targeted communities).

In Turkana District:

Similar to the delays in implementation in Isiolo, the Turkana district team began implementation of
activities from January 2012 with mobilization of local authorities and community members in order to
come to consensus about populations and areas to target. As with Isiolo, KRCS district staff indicated a
thorough needs assessment was not undertaken therefore no baseline data was provided other than
consultation with district health authorities on cholera-prone hot spot areas to be targeted, although
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KRCS HQ staff confirmed that in the design of the project a health facility assessment / mapping
resource was referred to for prioritization of facilities and districts to target.

As the Community Health Strategy approach had not previously been introduced in Turkana, the
proposed ECHO-supported activities had to be revised to start at a more basic level with initial support
for training of District Health Management Teams (DHMTSs) in Eldoret. As the DHMTs were not trained in
this District prior to this project’s implementation, a reallocation of budget lines had to be undertaken,
as in the original proposal this activity was not catered for. This reality also then affected
implementation of the other proposed activities, such as training of the CHWs which had to be delayed
until later in the project period. It should be noted that the training of the DHMTs was achieved by joint
efforts of implementing partners in the district who pooled resources together; while KRCS supported
the training by allocating funds for allowances, World Vision catered for accommodation and board of
participants, while Aphia Plus provided stationery and transport costs for participants to and from the
training site in Lodwar.

According to reports, interviews, focus group discussions and meetings with district officials, it was
confirmed that in Turkana District this project was able to support:

e Provision of IEC materials, including 470 T shirts and provision of 30bicycles for two Community
Health Units (CHUs) for CHWs having to cover communities with a distance of more than 25kms
from the facilities.

e 160 CHWs from the three selected areas in Turkana District were trained on the key
components of the Community Health Strategy.

e 57 CHEWSs were trained on Community Health Strategy approach, in partnership and with the
support of other partners like World vision, Merlin, and UNICEF

e 1 meeting was held in June 2012 for participants from the targeted areas in order to evaluate
the progress of the project, assess comprehension of the communities of the new community
approach, and facilitate discussion on how to address future challenges.

e 40 KRCS volunteers and CHWs were trained on first aid and primary health care, preparedness
and infection risk reduction in times of outbreaks. Following their training the participants were
then responsible for developing workplans for their respective sites of operation.

e KRCS facilitated nine social mobilisation sessions and five action / dialogue days at the village
levels through community Baraza (public meeting) with the overall objective of creating
awareness on the community health strategy approach

e 25volunteers/CHWs were trained on Community Lead Total Sanitation (CLTs) approach, with an
aim of increasing latrine coverage. Three villages were targeted with a result of 70 new latrines
constructed.

e 10 teachers from the Districts were trained on SHEPP methodologies, who in turn were then
responsible for rolling out that knowledge to their respective schools through formation of
health clubs. The training was conducted by the District Public Health Officers (DPHOs) with
financial support from this project.

e Hygiene promotion kits were procured and distributed to 2,200 households, including: 550
cartons of bar soap, 216,000 Aqua tabs, 108,000 PUR sachets, 2,200 jerry cans and 2,200
buckets. 30 bicycles were also procured and distributed to CHWs to support facilitation of their
daily activities.
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e A major cleanup and sensitization campaign was conducted in Lodwar Township and nearby
villages with the support and endorsement of local learning institutions, the Ministry of
Education, the Ministry of Public Health and Sanitation, KRCS volunteers and school chapters,
business people and the communities.

It was noted that due to limited funds allocated for the Turkana District trainings, the budget lines for
hygiene promotion campaigns, SHEPP competitions and IEC materials were merged to be able to fully
support the DHMT training held in Lodwar.

Those interviewed in Turkana echoed the concern raised in Isiolo District that the project period was too
short to fully achieve the proposed outcomes and impact intended. For Turkana in particular, there were
notable challenges to implementation due to the severity of the drought and food insecurity in the
district, which affected roll out of activities in the schools as during this time period some of the
targeted education institutions were closed as a result of the emergency, while others experienced
highly inconsistent attendance. As a result of other emergency projects being implemented and
competing priorities, the general effectiveness and impact of the project in this District was thus
affected as other emergency interventions were prioritised in order to respond to the most urgent
needs of the drought affected populations, thereby delaying implementation of some of these ECHO
funded activities.

Other challenges and constraints faced in Turkana included difficulties reaching primarily pastoralist
communities, insecurity, difficult terrain and hard to access areas, cultural challenges such as high aid
dependency, low literacy rates exacerbated by training materials not being adapted for the local
context, and a lack of clear discussion and direction on how to phase / transition out once the project
period concluded.

In Northeast Region:

It should be noted that the evaluation of interventions in Northeast Region relied solely on KRCS reports
and interviews with three key staff members involved in the project’s implementation, as a site visit to
the region was not possible due to insecurity. Despite repeated requests to KRCS HQ for contacts of
other key stakeholders and district authorities to interview, as well as district coordination meeting
minutes, these details were not provided during the course of the evaluation period and thus could not
be factored into the analysis of the interventions.

According to KRCS staff and interim / end of project reports from the region, the original design of the
ECHO project was developed for the northeast region in consultation with the provincial Director of
Public Health and Sanitation as well as the five DHMTs with an aim to: (1) immediately contain the
cholera outbreak, and (2) introduce sustainable interventions to strengthen the linkages between health
services and communities. Intermediate and final end of project reports indicate the following was
achieved:
e Support to the establishment of nine CHUs including trainings for their assigned CHEWs and
CHWs
e Provision of IEC materials, including 205 T-shirts, 2,000 posters and 2,030 brochures
with hygiene promotion messages encouraging the use of latrines, hand washing at
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critical moments, water treatment and prevention of hygiene related diseases especially
cholera.

Provision of seven interagency emergency health kits (IEHK) as well as three cholera kits in Ifo2
Camp in Dadaab. The cholera kits included protective gear, disinfectants, detergents, IV
rehydration and ORS infusions, and antibiotics for treatment per WHO guidelines and standards,
each providing for treatment for up to 1,000 persons for 3 months.

Support to three health facilities in Dadaab refugee camp to respond to and manage the cholera
outbreak, including provision of medical supplies. Out of the 1,286 confirmed cholera cases,
only three deaths were reported thus a Case Fatality Rate (CFR) of <0.3%.

Chlorination of 158 shallow wells in Mandera Central in coordination with the DPHO, as well as
mapping of water sources in refugee integration areas.

Deployment of medical personnel, including surgeons, nurses, medical officers, drug supplies
and hospital equipment to Elwak and Wajir district hospital following escalating conflict in the
area.

Medical outreach to communities including treatment of common ailments, nutritional
screening, immunization and referral of cases to MoH facilities.

Establishment of 9 CHCs with a total of 108 CHC members trained, as well as support to seven
CHEWSs with training and logistics to carry out their supervisory roles, including the provision of
30 bicycles, allowances and facilitation of monthly review meetings.

Formation and training for nine (out of an originally proposed 12) CHUs, with a total of 360

CHWs trained on the community health strategy approach and hygiene promotion.

Provision of support to CHEWS and DHMTSs in the form of refreshments and logistics during
meetings, as well as transport and allowances for the CHEWSs during field supervision meetings.
In total 42 field visits were conducted by the CHEWSs, of which 14 were accompanied by DHMT
members in their respective districts.

Monthly meetings were facilitated from March-June 2012 for the CHCs in Marantu and Chewele
in Tana North district, Saka in Balambala, Eldas and Elenur in Wajir North and Elwak in Mandera
Central, during which feedback was provided by the CHWSs on hygiene education and monthly
diarrhea case loads at HH level in efforts to strengthen cholera and AWD surveillance at
community level.
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e Training of trainers (ToT) for 41 participants on PHAST for further roll out to 12 communities. It
is estimated this activity was thus able to reach a total of 4,032 HHs (24,193 people).

e Hygiene and sanitation campaigns organised by KRCS volunteers with a focus on: basic
precautions on infection control at CTCs, Case Management (administering of ORS), water
quality/treatment with PUR, Aqua tabs and water guard, Infection prevention, and basic hygiene
promotion. Nine sanitation days/events were organized reaching approximately 13,500 people
with hygiene messages.

e 10 teachers from 10 primary schools were trained on SHEPP and installed as health patrons in
their schools to promote good hygiene practices amongst student populations. It is estimated
that a total of 2,000 children were reached with hygiene messages and provided with health
related items such as nail cutters, tooth brushes and tooth paste, sanitary towels, under
garments and soap

e Two quarterly meetings were held with DHMTs in Mandera Central, Wajir and Balambala
districts. In the second meeting held in June 2012 deliberations on an exit strategy were held for
agreement on way forward as the ECHO project funding came to an end.

While KRCS originally intended to support the rehabilitation / construction of a health facility in Garissa,
due to the short time period of the project and constraints in securing contractors to undertake the
work, this activity was revised and instead KRCS utilized the budget line to procure medical supplies for
health facilities. This was within the overall approach of ensuring that health facilities were able to
respond to cholera outbreaks and other health emergencies within their catchment populations and
therefore still fell within the overall objective of the project proposal.

Interviews with KRCS staff indicated that this project has provided a solid foundation for the community
health strategy to continue, with notable changes in community health practices already witnessed as a
result of this intervention, including improved hygiene and health knowledge and practices, increased
latrine usage, and improvements in behavior and attitudes within the communities. In the region there
has been a reduction in the number of cases of AWD, according to provincial morbidity data and reports.
Meanwhile, in Dadaab there has also been a marked improvement in malnutrition rates: in October
2011 GAM rates were reported at 38.3% with SAM rates reported to be 18.8%. By March 2012 these
rates had dropped to 13.1% for GAM and 4.4% for SAM. Whether that is a direct result of this particular
project or the combined efforts of inter agency health and nutrition interventions has not been verified.

Challenges experienced during implementation of this project in the northeast region included once
again the lack of solid needs assessment information for baseline data (except for reports provided
within Dadaab camp and by health officials in Tana). Project staff confirmed they relied on consultation
with district authorities and health facility assessment /mapping to identify priority areas for targeting.
Other challenges noted were difficult terrain and inaccessibility to some areas, low literacy levels within
the targeted communities thus making selection of qualified CHWs difficult, cultural taboos which had
to be overcome in order to ensure health messaging was accepted by the communities (such as religious
beliefs and practices, sharing of food and use of communal plates, lack of comprehension of the
connection linking disease to water), as well as inaccuracy in initial budgeting for supplies, leading to
gaps in funding for activities which then had to be revised and adjusted downward throughout
implementation. For example, the original budget proposed training of 12 CHUs with 50 CHWs each,
however, in reality those training lines ended up covering costs for only 9 CHUs of 40 CHWSs. Therefore,
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the actual number of beneficiaries reached for this particular intervention was lower than anticipated.
However, on the whole, the project was able to reach a significant higher number of total beneficiaries
than originally proposed (initial target population of 629,000 but an estimated total cumulative number
reached of 999,205).

The challenges and obstacles experienced trying to implement the construction / rehabilitation activities
of the health facility in northeast region indicated an overly ambitious plan for an initially designed short
term six month emergency response project. Lastly, KRCS staff from northeast region indicated that the
lack of a clear and agreed upon strategy for phasing out at the end of the project period was a
weakness in the initial project design. While KRCS are proactively working to identify longer term
programmes to which this ECHO project can be linked, field staff interviewed indicated it would have
been preferable for this to have been considered and developed from the onset of the project.

Relevance and Appropriateness of Response

Feedback from those interviewed, notably local district health and education officials, the KRCS HQ,
branch and regional staff, KRCS volunteers and CHEWs/CHWs indicated the emergency health project
was relevant and appropriate, informed by government plans for the community health strategy
approach, and included active community participation.

It was noted in all three districts, however, that there was a recognised lack of needs assessment
processes undertaken and baseline data to guide the implementation and monitoring of the project. The
basic assessment information referred to for the design of the project relied on provincial and regional
data already in existence, a mapping of health facilities, and consultation with district officials on which
cholera-prone areas to target for implementation of activities.

There is an opportunity for the KRCS to discuss and agree internally as well as with district partners the
sources of information to be collected and used during future design of projects, in order to establish
stronger preparedness measures and consistent sources of information to be used and analysed in the
development of future interventions. As was noted in the districts by those 